Sir: Serotonin reuptake inhibiting antidepressants (SRIs) are reported to cause decreases in sexual desire, arousal, and orgasm. Augmentation strategies proposed to reduce SRI-induced sexual dysfunction include cyproheptadine, 1-3 yohimbine, 1,4,5 amantadine, 1,6,7 stimulants, 8 buspirone, 9 bupropion, 10,11 and Ginkgo biloba.
of sildenafil 1 hour prior to anticipated sexual activity successfully remitted his erectile dysfunction without side effects. In addition, he noticed that delayed ejaculation that had occurred even in times of adequate erectile functioning during antidepressant treatment was also normalized with sildenafil.
The above cases describe possibly the first patients treated with sildenafil for antidepressant-induced sexual dysfunction. It is not surprising that erectile functioning can be restored using sildenafil, as this is its primary use. What was more interesting was the improvement in delayed ejaculation. This could be explained by an improved erectile capacity that allowed stimulation sufficient for orgasm to occur. However, Mr. B stated that even with adequate erection and stimulation, orgasm could not be reached until sildenafil was added. There is need for further research in this area. Nevertheless, these cases suggest that augmentation with sildenafil may be a treatment strategy for certain patients with iatrogenic sexual dysfunction. Sir: Underactivity of serotonin systems in the brain has been proposed as a significant factor in patients who have difficulty controlling aggressive impulses.
1,2 Consistent with this theory, the selective serotonin reuptake inhibitor (SSRI) sertraline has been shown to be helpful in reducing impulsive aggressive behaviors in depressed, personality disordered, and developmentally disabled patients. [3] [4] [5] [6] Intermittent explosive disorder, as defined by DSM-IV, is a relatively "pure" condition of difficulty controlling impulsive aggressive behavior that cannot be better accounted for by another mental disorder. Demonstration of the effectiveness of an SSRI in intermittent explosive disorder would therefore be a somewhat more direct form of evidence supporting the role of serotonin in controlling impulsive behavior. A previous study 7 reported a favorable response to sertraline in 1 of 3 patients with intermittent explosive disorder. Two other patients failed to respond to fluoxetine. However, almost all of the subjects in this study had comorbid Axis I disorders, making the results difficult to interpret.
The following 3 cases are the first known reports in the literature of the efficacy of an SSRI in treating intermittent explosive disorder in patients without comorbid Axis I or Axis II disorders. Case 1. Mr. A, a 51-year-old married man, presented for help with his anger. He stated that he had always had a bad temper that was easily set off by minor provocation. He often got upset when he felt people were incompetent or had wronged him in some way. He would usually yell and threaten, and then break or throw something. He stated that such incidents had occurred on at least a weekly basis for most of his adult life. He had no history of substance abuse, affective disorder, or neurologic disorder. At his initial evaluation, Mr. A presented with euthymic mood and no evidence of irritability or anxiety. There was no evidence of psychotic symptoms or cognitive impairment. He denied behavior patterns consistent with any of the major personality disorders and showed no evidence of these to the evaluator.
Mr. A was started on treatment with sertraline, 50 mg in the morning. Within 2 weeks of starting the medication, he reported a decrease in overall irritability and an absence of angry outbursts. His wife also commented on the improvement, which has persisted for over 18 months.
Case 2. Ms. B, a 30-year-old divorced woman, was referred by her psychotherapist for psychiatric evaluation. Ms. B had originally sought psychotherapy for help in dealing with her anger, but was finding this only minimally helpful. She described a lifelong problem of controlling her temper. She would become enraged at comments she did not like by others, or by minor frustrations. When angry, she would scream, throw things, or break things. Angry outbursts resulting in broken property had occurred at least twice a week for the past 2 years.
Ms. B's sleep, appetite, weight, and energy level had all been stable over the past several years. She had no history of substance abuse or neurologic disorder. Her psychotherapist had seen no signs of an affective or personality disorder in the 12 months she had been working with her. At her initial examination, Ms. B presented herself calmly without evidence of irritability. Her mood was pleasant, with a good range of appropriate affect. She was mildly anxious. There was no evidence of psychosis, cognitive impairment, or attention problems.
Ms. B was started on sertraline, 50 mg in the morning. She noted a gradual decrease in irritability and anxiety, with a complete elimination of her angry outbursts by the sixth week of treatment. She said that all of her friends were commenting that she was calmer, better controlled, and more pleasant company than they had ever known her to be. She has remained on the medication with ongoing improvement for 2 years.
Case 3. Mr. C, a 29-year-old married man, presented for help with irritability and depression. Over the previous 4 months, he had noted the simultaneous onset of "a low frustration tolerance" as well as a mildly depressed mood. He was becoming verbally abusive to his wife on a daily basis when she made the slightest criticism. On several occasions, he had thrown objects or broken them when yelling at his wife. He was becoming increasingly intolerant of his 3-year-old's normal behavior and had recently picked the child up and thrown her into a couch. This incident convinced him to seek help, as he recognized it as abusive and did not wish it to continue.
Mr. C denied any problems with sleep, appetite, concentration, or energy level. He had maintained his usual interest in things. He had no history of symptoms consistent with major depression, nor did he have a history of substance abuse or neurologic disorder. Mr. C presented as a cooperative man with no overt evidence of anger or irritability. His mood was mildly depressed with a slightly constricted range of affect. Anxiety was minimal. There was no evidence of psychosis or cognitive impairment. His history and course during treatment were not consistent with a personality disorder.
Mr. C was started on sertraline treatment, with the daily dosage gradually increased to 100 mg over 6 weeks. At that point, he reported a complete absence of angry outbursts and an improvement in his mood. This improvement was sustained for 5 months until he discontinued sertraline. Within 2 months of discontinuation, he noticed a return of angry outbursts toward his wife and some decrease in mood. He could identify the mood change as secondary to guilt about his loss of control over his anger. He was restarted on sertraline treatment, 100 mg per day, and within 3 weeks again felt in control of his anger, with improved mood. This improvement was sustained for the next 9 months, during which he reported no angry outbursts at his wife despite significant marital stresses. He then again went off sertraline treatment with a return of irritability within 6 weeks. This again responded to restarting the sertraline with sustained results for 6 months, after which the patient dropped out of treatment and was lost to further follow-up. These 3 patients all met the DSM-IV diagnostic criteria for intermittent explosive disorder, in the absence of any comorbid psychiatric condition. (Although Mr. C presented with a mildly depressed mood, this seemed to be secondary to the intermittent explosive disorder rather than due to a primary affective disorder.) The dramatic reduction in impulsive aggressive behavior in all 3 patients with sertraline adds to the implication of serotonergic systems in controlling aggressive impulsive behavior. Reports in other studies of a high association of intermittent explosive disorder with other major psychiatric disorders has led some investigators to question whether this condition is an inde-Letters to the Editor pendent diagnosable disorder or simply a symptom complex seen in other conditions. 3, 7, 8 Further research will hopefully clarify the diagnosis and treatment of intermittent explosive disorder.
